Objectives: To describe a patient with tuberculous neuroretinitis. Materials and Methods: Retrospective case report.
Neuroretinitis is a clinically unique form of optic neuropathy characterized by optic disc edema in the presence of peripapillary and macular subretinal and intraretinal exudates, often forming a complete or partial macular star (1) (2) (3) . Vitreous inflammation is typically mild. Most cases are unilateral, and an afferent pupillary defect is frequently present. Recurrences, although uncommon, can occur (4) .
Organisms reported to cause neuroretinitis include Bartonella henselae (5) (6) (7) (8) (9) (10) , Treponema pallidum (11) (12) (13) (14) , Toxoplasma gondii (15) (16) (17) , Toxocara canis (18, 19) Borrelia burgdorferi (20) , Leptospira (1), and paramyxovirus (21) . Rarely, patients with Mycobacterium tu-/?e/x'M/o.y«-associated optic disc edema and retinal exudates have been described (22) , but only in the setting of large peripapillary choroidal lesions (23, 24) . We describe a patient with evidence of systemic M. tuberculosis infection who initially had isolated neuroretinitis.
CASE REPORT
A 43-year-old woman, a Mexican immigrant, complained of shadows in her right eye for 2 months. The ocular history was unremarkable. Medical history was significant for exposure to a child at home who had been treated for pulmonary tuberculosis. Review of systems was otherwise noncontributory. Best-corrected visual acuity was 20/30 on the right and 20/20 on the left. No afferent pupillary defect was present. Intraocular pressure was normal. Examination of the left eye was unremarkable. Examination of the right eye revealed moderate optic disc edema and subretinal exudates forming a partial macular star (Fig. 1) . Syphilis serologies, angiotensin-converting enzyme level, and a chest radiograph were negative. The patient was lost to follow-up, but returned 13 months later complaining of M. tuberculosis is an infrequent but well-recognized ocular pathogen (22) . Tuberculous optic neuropathy is one of the best described complication of systemic infection and is almost always retrobulbar and usually observed as a complication of tuberculous meningitis (25, 26) . In contrast, anterior optic neuropathy caused by tuberculosis is rare and usually appears as a consequence of adjacent or nearby choroiditis (23, 24) . Our patient was unique in that her neuroretinitis initially occurred in isolation. Our patient was also noteworthy in that she developed a localized exudative retinal detachment over an area of tuberculous choroiditis, an uncommon but reported cause of serous elevation of the retina in patients with uveitis (24, 27, 28) .
The diagnosis of ocular tuberculosis is often difficult (22) . Histopathologic or culture identification of acidfast bacilli from ocular biopsy specimens offers the strongest evidence for infection (28, (29) (30) (31) (32) , but is usually reserved for severely damaged or end-stage eyes. Polymerase chain reaction-based amplification of M. tuberculosis-specific DNA sequences from ocular fluid specimens provides an alternative (32) (33) (34) (35) and, perhaps less risky, technique for identifying infection, but is not widely available and has yet to be standardized with regard to sensitivity or specificity. In the absence of such direct identification of M. tuberculosis or its DNA from ocular tissues, the diagnosis of ocular tuberculosis remains presumptive and is based on clinical evidence of concurrent or past pulmonary or extrapulmonary infection. Findings in support of the diagnosis of ocular tuberculosis can include a positive chest radiograph or sputum sample, a positive PPD (particularly when >15 mm), a positive urine, blood, synovial or cerebrospinal fluid culture, a positive biopsy of a suspicious extraocular tissue site, or clinical improvement in response to antituberculous therapy. We chose not to perform an ocular biopsy or fluid aspirate in our patient given our strong suspicion of tuberculosis based on her known history of exposure to tuberculosis, on her markedly positive PPD, and on her prompt and complete response to antituberculosis medications without the use of local or systemic corticosteroid therapy. Although the chest radiograph was negative in our case, similar patients with ocular tuberculosis and a positive PPD but negative chest radiograph have been described (23, 28, 36) . Ocular tuberculosis can even occur in the complete absence of detectable systemic infection (29, 30, 34) .
In summary, M. tuberculosis infection can cause neuroretinitis and should be considered in any patients with systemic signs or symptoms suggesting tuberculosis, with a known exposure to other tuberculosis, or who come from or have traveled to areas where tuberculosis is endemic. 
